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Foreword
The mission of the Indian Health Service (IHS) is to elevate the health
status of the American Indians and Alaska Natives to the highest level
possible and to fully support Indian Self-Determination.
The IHS mission is straight-forward and requires us to search out and
support the most effective methods of delivering health care to more than 1
million American Indians and Alaska Natives representing more than 500
tribes. As new technology and issues emerge in health care, there are oppor
tunities to examine issues, analyze concepts, and determine whether or not,
there are benefits in applying resultant systems to Indian health programs.
The issue of alternative delivery systems is very current and an
appropriate issue for the IHS to examine and analyze in the context of the
mission of IHS. In this spirit, IHS/OPEL sponsored a conference to discuss
this issue. Knowledgeable experts from the IHS, Federal agencies, tribal
governments, universities, and the corporate sector, were invited to partici
pate. This report represents the cross section of views and perspectives
presented at this conference. I am pleased that the discussions have been
initiated from the vantage point of such experts and the framework provided
for examining this issue represents a wide spectrum. I am particularly
pleased at the high caliber of our conference and the genuine enthusiasm of
the participants in supporting the Indian Health Service and Indian Self
Determination.
I believe the following report of the proceedings of the conference and
the background information will'provide an intelligent starting point for illS
to systematically analyze alternative delivery systems for their potential
benefit.
I expect the level of activity and interest will remain high as an IHS
Technical Advisory Committee continues to examine this issue further. The
Committee will critically examine and analyze this issue in depth; report the
risks and benefits to the IHS and Indian tribes; and, finally, prOVide recom- '
mendations on the feasibility of applying such systems to Indian health
programs. I look forward to the results of our efforts and anticipate that they
will enhance our capacity to fulfill the IHS mission.
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ALTERNATIVE HEALTH CARE DELIVERY AND FINANCING SYSTEMS

PROCEEDINGS OF THE IHS CONFERENCE

EXECUTIVE SUMMARY

1

Executive Summary (Con't)

The subsequent discussions yielded a substantial amount of informa
tion for the IHS to consider in reviewing alternative delivery system policy
options. Often, these discussion were diverse and pointed toward specific
interests.
In addition seveI:al recurring themes emerged as unifying points.
representing consensus points of the speakers and participants:
• Tribes must play the key role in the development and mangement
of their own alternative health care systems.
• Communication (informational and educational) linkages between
the Tribes and the central policy makers must be established and kept open.
Information should flow both ways.
• Local decisions must be incorporated into central policy decisions 
(and not vice/versa) if the systems are to work.
• The overall mission of elevating the health status of American
Indian and Alaska Natives must never be ignored or compromised in the
process.
• Alternative health care delivery systems and alternative financing
arrangements are conceptually related but should be considered separately.
• In working with managed care systems, the real challenge will be to
achieve a balance between the dual objectives of cost containment and quality
of care.
• The issue of risk management and risk sharing (by the Federal
Government, the tribes and alternative care providers) will require further
and extensive investigation by both financial and policy analysts.
The general sense of the Conference participants was that these deli
berations marked the beginning of an analytical process that should be given
sufficient time to nurture. Across a wide spectrum ranging from technical
expertise to attitudinal reactions, more input is needed and will be sought in
the coming months.
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AGENDA
INDIAN HEALTH SERVICE
ALTERNATIVE HEALTH CARE DELIVERY AND FINANCING SYSTEMS
CONFERENCE

Baltimore Marriott Inner Harbor
Baltimore, Maryland
November 16 -19,1987

Monday, November 16, 1987
12:00 -1:00 pm
1:00 -1:30

REGISTRATION
WELCOME - Overview of Meeting

Anthony J. D'Angelo
Acting Deputy Associate Director
Office of Planning, Evaluation and Legislation,
Indian Health Service
Introduction of Participants
1:30 - 2:30

Outline of Purpose: Structure and Objectives of Meeting
Work Group Concept: Responsibilities, Topics and
Coordinators for Wor~ Groups A & B
Ramona C. Ornelas
Chief, Policy Analysis Branch
Indian Health Service
Thomas C. Clary, Ph.D., President
TCI, Inc, Facilitator

2:30 - 2:45

BREAK

2:45 - 5:00

Federal Agency Experiences with Alternative Delivery and
Financing Systems
Charlene Quinn, Director
Policy Planning and Liaison
Health Care Financing Administration
Barbara Cooper, Director
Office of Health Demonstrations
Assistant Secretary for Health Affairs
Department of Defense

5:30 - 7:00

RECEPTION
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IHS Conference Agenda (Can't)
Wednesday, November 18,1987
9:00 -10:00 am Delivery of Health Care to American Indians and Alaska
Natives: The IHS Experience
Craig Vanderwagen, M.D.
Director, Clinical and Preventive Service
Indian Health Service
10:00 -10:15

BREAK

10:15 -12:15 pm THIRD SESSION - Work Groups A & B
AREA OF FOCUS: Special Health Care Characteristics of
American Indians and Alaska Natives
12:15 - 2:00

LUNCH

2:00 - 3:00

Cost and Consumer Considerations Related to Alternative
Delivery Health Care Delivery and Financing Systems:
Current and Future Outlook
Jack A. Meyer, Ph.D., President
New Directions for Policy

3:00 - 3:15

BREAK

3:15 - 5:00

FOURTH SESSION - Work Groups A & B
AREA OF FOCUS: Future Trends in the Development of
Alternative Health Care and Financing Systems: Cost,
Service and Consumer Projections and Future of Federal
Relationships with Industrial Health Providers
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15

Anthony D'Angelo (Con't)

• Indians are poorer, less educated, and younger than the general US
population.
• The IHS has been comparatively successful in dealing with infant
mortality which has been reduced to 10.2 per thousand live births (as com
pared to US of 11.2).
• However, much has to be done with respect to some IHS areas which
are experiencing very high rates. (i.e., Aberdeen is about 20.0 deaths per
thousand live births).
• Leading causes of death within the IHS service population:
> Diseases of the heart
> Accidents
> Cancer
• The Indian age-specific death rate is approximately 2 times the US
all races rate for age groups 15 through 44 years.
•

Recent trends in IHS patient care workload include:
> Increasing direct hospital admissions but decreasing contract
admissions (a function of decreasing budgets).
> Decreasing length of hospital stays (similar to US trend).
> Increasing outpatient visits (both direct and contract).
> Most IHS hospital admissions are related to maternal care/births
and accidents.
> Most IHS outpatient visits are related to upper respiratory infec
tion and diabetes mellitus. 

• Overall, IHS annual per capita program expenditures are consider
ably lower than the general U.s. expenditures. (i.e., $765.00 IHS vs $1,500.00
general US in 1986).

17

Barbara Cooper (Con't)

• Initial private industry response to the RFP was limited, and at this
point, only one bidder remains. Po~sible reasons for the limited response "to
date:
> Industry's uncertainty about the magnitude of the risk to be
undertaken, given rapid program growth and potential
attraction of current nonuser eligibles;
> Substantial turmoil in the health care industry: many companies
were experiencing economic reversals during this period;
> Unpredictability of health care costs: even the Medicare actuaries
were 11 percen t too low in their predictions for Part B of
Medicare last year.
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Charlene Quinn (Con't)

• At the present, there are approximately 1 million Medicare
beneficiaries (of a total eligible of 31 million) who have enrolled in the HCFA
HMOs.
• In addition, in some states, there have been several successful
MEDICAID demonstrations utilizing prepaid plan concepts.
•

Recent and future prepaid health care trends and developments:
;. Hybrid forms of HMOs are also growing:
+ Comprehensive Medical Plans (ClIIPs) (basically Individual
Practice Association, IPA, model).
+ Preferred Provider Organizations (PPOs). Under current
provisions, most function like a CMP. HCFA is consider
ing a Medicare PPO proposed for Part B only.
> Medicare Insured Groups Demonstrations (MIGs) (Permits high
health care benefit companies (ie. automakers) to set up
managed health carel cost containment programs for
company retirees.)

• HMO payments are trending upward. The AAPCC increased 13.5%
nationally this year largely due to Part B increases.
• Insurance companies are already increasing premiums substantially
and HMOs may soon follow.
•

Vvhat can the IHS learn from the HCFA experience?
> In its present and. commonly accepted form, traditional HMO
models probably won't work, but applying the principles of
managed care on a prepaid basis should be considered.
> HMO markets have developed primarily in urban and suburban
areas. Rural areas have very low fee-for-service payment
rates and HMOs don't feel competitive in many areas.
> A key factor will be the ability of the commercial HMO to
recognize the difference and special needs of the IHS
popula tion.
> What systems there are now in place will have to be restructured
to meet the particular needs of the IHS, geographic locations,
utilization, etc.
> In addition, systems of managed care will have to be newly
developed for IHS in particular and then applied to IHS
health service requirements.
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KEYNOTE SPEAKER:

Nelson M. Ford, Partner
Industry and Governmental Health Affairs
Coopers and Lybrand Certified Public
Accountants
Washington, O. C.

TOPIC:

Myths and Realities:
Alternative Health Care Delivery and Financing
Systems

HIGHLIGHTS:
• There are several major problems presently confronting the US
health care industry:
> Tremendous population growth of elderly and companion
demand for services such as home health and nursing home
care.
> In fact, if this country were to open up a 200 bed nursing home
every day we would only just meet projected demand by the
year 2000.
> Explosive growth of health care costs from 6% of GNP in 1980 to
a current 11 % of GNP. (HCFA has estimated a peaking out at
15%.)
> Health care expenditures have grown at twice the rate of
inflation but have recently slowed down.
> Health spending outside of the hospital is increasing and this
has put pressure on the traditional hospital systems. (In fact,
the trend today seems to be to take everything out of the
hospital that can be moved.)
> Further reductions in hospital profilS have been brought about
by the introduction of cost control measures in trod uced
through diagnostic related groups (ORGs).
> As a matter of reality, ORGs significantly lag behind true costs
and the hospitals are left to deal with the cost variance.
•

Sources of money currently paying for US health care:
> 25% Private insurance
> 25% Patient payments
> 20% Medicare
> 30% Other (Medicaid, State, Local, 000, IHS)
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Nelson M. Ford (Con't)

• NIEDICAID contracts are a disastrous undertaking for most HMOs
or managed care systems:
> On again/off again eligibility cycles hamper continuity of care
and makes record keeping nearly impossible.
> Eligibility cycles also create pent-up demand which is very
expensive to deal with.
> State Medicaid matching funds vary significantly and, as a
consequence, so do services.
•

Managed Care Goals:
> Reduce utilization
> Reduce service intensity
> Increase enrollment in market area

•

Current industry participation in HMOs:

Rank

HMO

Mem bership

1

Kaiser
Blue Cross/Blue Shield
Maxicare
Uni ted Health Care
Health Ins. Plan (NYC)

5 million
4 million
2.2 million
1.6 million
1 million

2
3
4

5

States
Covered
13
41

24
16
3

• Insurance companies are moving in mixed directions on HMOs but
are generally pulling back. (Travelers, John Hancock and Equitable are
retrenching. Lincoln National and Prudential appear to be expanding.)
• Hospital corporations are also moving away from HMO operations.
Hospital Corporation of America, National Medical Enterprises and AMI
have sold HMOs. Humana remains active having recently taken over lIvfC in
Florida.

25

Mark Joffe (Con't)
• In 1982 Congress changed the Medicare law to penni t the
participation of Competitive Medical Plans in Medicare contracting. (CMPs
maintain some but not all of the characteristics and services of a fully
qualified HMO.)
• With respect to the CHAMPUS alternative delivery demonstration
contracts: Generally, the HMOs have envisioned their role as sub-contractors
to large corporate regional prime contractors.
• In contracting with HMOs, or any other alternative delivery system,
IHS should insure that adequate quality of care mechanisms are in place.
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KEYNOTE SPEAKER:

Jack A. Meyer, Ph.D.
President,
New Directions for Policy

TOPIC:

Current and Future 'Outlook:
Alternative Delivery Health Care and
Financing Systems.

HIGHLIGHTS:
• There are three major problems which impact on the current state
of US heal th care:
> Inefficiencies in financing heal th care services
> Inequities in the delivery of health care services
> Imbalance of health care services
• With respect to Financing Inefficiencies: Recent pressures on the
providers of health care by the purchasers of health care has created an
intense demand to reduce costs.
• Generally, this cost containment trend, with emphasis on' utili
zation reviews etc., has been positive.
• However, we should not draw the conclusion that cheap is better.
There is a danger of excessive cost cutting without consideration of the trade
offs.
• The real challenge is to trim the true waste and yet Dot reduce our
level of health care to substandard. Balance is the goal.
• Through employment of such systems as alternative health care
delivery modes, cost controls can be built into the system through means
other than just screwing down prices.
• Consumers should have as wide a choice of health plans as possible,
ranging from HMOs to fee for service arrangements to hybrid combinations
in between.
• We've got to be willing and flexible enough to make the invest
ment if necessary.
• The issue of Inequitable Health Care Delivery is basically one
between the rich and the poor.
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KEYNOTE SPEAKER:

Craig Vanderwagen, MD
Director, Clinical and Preven tion Service
Indian Health Service

TOPIC:

Indian Health Service Experience:
Delivery of Health Care to American Indians
and Alaska Natives

HIGHLIGHTS:
• Whatever alternative delivery and financing system options are
examined by IHS, attention must continue to be focused on the two basic
objectives of the IHS mission:
> To elevate the health status of the American Indians and Alaska
Natives; and,
> To increase the capability of the tribes to manage their own
health care systems.
• The IHS currently maintains three medical centers in Anchorage,
Phoenix and Gallup. These hospitals provide high levels of acute care as well
as educational and consultative services to the IHS health care community.
• In New Mexico, the IHS internal referral networks (i.e., from
primary care to acute care facilities) has been relatively successful and cost
effective.
• The accreditation requirements and status of IHS hospitals further
promotes both-internal and external networking.
• Levels of health care and settings for delivery have been organized
as follows:
Level

Type of Care

Primary

Acute

Inpatient

Secondary

Chronic

Outpatient

Tertiary

Prevention

Community

31

Health Care Setting
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REPORTS AND RECOMMENDATIONS OF THE WORK GROUPS
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Topic I (Con't)

Subtopic: Private sector insurance issue:
•

The HCFA and 000 experiences indicate that the private sector is
unwilling to assume large and undefined risk.

•

IHS and tribes should understand role of insurance and possibly
consider such innovative concepts as self insurance, risk sharing
and re-insurance.

Subtopic: HMO issues:
•

IHS and the tribes need complete assessments of all HMO health
care models, particularly networks, PPOs and other innovative
and flexible sys terns.

•

More importantly, the IHS needs to study systems that WORK.

•

Particularly in rural areas, experience (i.e., AAPCC fee for service
rates) are incompatible with HMO pricing.

•

HMO per capita rates will exceed that of current IHS per capita
expendi tures.

•

HMO requirements relating fo eligibility and pre-defined enroll
ment entry periods may prove to be a difficult adjustment for
the IHS service populations._

Subtopic: General recommendations:
•

Any system the IHS adopts must address the disease specific needs
of Indian people (unlike 000 and HCFA).

•

Initially, it should be recognized that Indians have the option of
staying with the IHS.

•

The impact on reservation employment must be assessed when
considering any proposal.

•

IHS / tribes should consider hospi tal corpora tions for regional care,
procurement of services.
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Topic I (Con't)

Subtopic: General considerations:
•

IHS/Private industry data insufficiencies and compatibilities will be
seriously highlighted during process. A reliable rate setting type
data base is required to accurately predict actual health care costs,
u tiliza tion, etc.

•

In addition, IHS may have data maintenance requirements that
private industry finds unacceptable.

•

Because private industry is very sophisticated and experienced with
contract negotiations of this type and the IHS has very limited
experience, Federal contracting officials may have great difficulty
in getting the best deal possible.

•

Simply stated, private industry will tend to view Federal contracting
for health care as: "Look, it's all risk. We can do what you want
but we're going to shape the plan to our benefit. All the
percentages will have to go our way."
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Topic II (Con't)

Subtopic: Advantages/disadvantages of PPOs:
•

PPOs have lower initial investment and start up costs.

•

PPOs are much more flexible. Range of services can be tailored to
requirements.

•

With PPOs, a patient can enroll and tvithdraw at any time.

•

PPOs (usually smaller) can be more responsive to local control and
management.

•

A disadvantage is that, unlike HMOs, PPOs do not offer "one-stop"
health c'are. One must usually visit several locations.

Subtopic: Hospital Operated Networks:
•

Hospital corporations tend to have lower cost containment incen
tives because payment is usually based on utilization.

•

Hospital corporate management of alternative delivery systems
may not be a good mix. Hospital corporations don't have any
experience with these systems and some of the larger corpora
tions are pulling back.

•

Hospitals do have an advantage in that they are locally based and
unlikely to disappear from the community overnite.

Subtopic: Insurance industry considerations:
•

Although not as emphasized as with HMOs, cost containment is
moderately pursued by insurance companies.
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Topic II (Con't)

Subtopic: What needs to be done to resolve constraints:
•

Most importantly, local tribal levels have got to be involved in the
decision making process. Local decisions should be tailored into
central policy decisions, not the other way around.

•

From every standpoint, programmatically, legally and contractually,
the Tribes should be the principal procurement agency for
purchasing alternative delivery modes of health care.

•

Where required and sought, technical assistance should be provided
to the tribes to assure that the best and most current alternative
health care system information is made available to them.

•

IHS data and other administrative workload requirements should
be carefully reviewed to assure that only necessary and relevant
efforts are being expended by the local tribal levels.
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Topic III (Con't)

Subtopic: Generalized summary of the most significant factors, needs
and considerations:
•

Need for adequate access by Indians into the potential alternative
delivery system.

•

Need for continuity... both in health care services and retention of
health professionals who provide those services.

•

Need that any provider be sensitive and knowledgeable with respect
to Indian health care realities. Previous experience with special
populations would be important.

•

Potential private provider should be experienced in health care
delivery which has included Indian epidemiologic factors and
emerging service needs (i.e., chronic care).

Subtopics, Reports and Recommendations - Work Group A

• As preface to this discussion, it needs to be recognized that all
parties should keep an open mind as IHS considers the issue of alternative
delivery systems.
• As an example, Indian and tribal leaders who argue for the systems
should not be subjected to group-think type of rejections. Individuals who
are willing to pursue new approaches should not be viewed as submitting to
other interested groups.
Subtopic: Possible advantages of considering alternative delivery
systems from tribal perspective.
1) Expanding choice to local markets.
2) Expansion of health awareness/proactive health status actions.
3) Introduction of market discipline to improve efficiency and effec
tiveness.
4) Potential tribal ownership of system.
5) Making the system work better.

43

Topic IV:

Future Trends in the Development of Alternative Health Care
and Financing Systems: Cost, Service and Consumer Projec
tions and Future of Federal Relationships with Industrial Pro
viders

Subtopics, Reports and Recommendations - Work Group B:
Su btopic: Assessment of realities that will impact on any future
development of alternative health care delivery systems in the IHS:
•

Dwindling Resources:
Appropriations in recent years have tended to reflect
previous year dollar levels. Increases have been narrowly
targeted to specific SUbprograms and objectives. In the future,
it is likely that res9urce levels will continue to be unre
sponsive to the realities of rising health care costs. As a
consequence, each year less goods and services are obtained
for the same dollars.

•

Continuity of Funding:
It is expected that the Indian health care system will have to

continue to deal with the issue of irregular and sporadic
funding patterns brought on by stop-start continuing
resolution type budget cycles. This will make the task of
alternative delivery system contracting especially difficult
because providers are going to want to be assured of a steady
cash flow in order to make long term plans.
•

Development of Other Public Resources:
Other financial and manpower sources of supply should be
developed. The Medicare and Medicaid collection process
will have to be strengthened. Where tribal organizations are
involved, funds collected should be returned to the tribes.
State and local health departments could assist through
participation in cooperative health manpower development
and coordinated service efforts.
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Topic IV (Con't)

Subtopics, Reports and Recommendations - Work Group A:
Subtopic: Impact of alternative delivery type cost effectiveness on
Indian health care:
•

Positive Impacts:
> Increased communications among tribes and IHS.
> Increased cooperation and IHS.
> New and strengthened relationships.
> New economies through incentives and rewards.
> Imposition of cost disciplines and assessment of inefficiencies.

•

Negative Impacts:
>
>
>
>
>

Potentially emerging pattern of protectionism.
Risk avoidance patterns could also emerge.
Compromise on health status.
Installation of dollar driven system.
Imposition of external and unrealistic fee schedules based purely
on business decisions (i.e., problems with AAPCC).

•

Work group senses that the tribes will be responsive and accepting
of alternative delivery systems. However, short term benefits
and long term good must be clearly visible.

•

The issue of managing cost is more appropriate to consider than
containing cost. Some costs simply can't be contained.

Subtopic: How will regional models compare with respect to pricing
and other financial considerations?
•

Western Rural Models - Pure HMO models will probably not be able
to compete with existing fee-for-service pricing.

•

Urban Groups - Will enjoy a more competitive environment and
more opportunity to pool and share resources.

•

Reservation Groups - Will vary greatly. A key issue will be to see if
tribal capital needs can be addressed through flexible and inno
vative systems.
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Topic IV (Con't)

•

In a managed health care environment, tribal managers will have
to be able to say no to some of the tribal members. Decision
makers will have to be supported when they make these
"tough" decisions.

•

That having been said, no one involved in the management and
financing of the system must be allowed to forget that the
mission is to serve the needs of the commttnity and the people.
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COMPETITIVE MEDICAL PLANS (CMPs) - Similar to Health Maintenance
Organizations but deficient in some (but not all) of the Federal qualifica
tion requisites.
CONTRACT CARE - Services not available directly from IHS or tribes that are
purchased from community hospitals and practitioners.
FISCAL INTERMEDIARY (FI) - Services provided by contractor to adjudicate
and process selected claims as well as perform related administrative
support activities. The IHS has a FI arrangement with Blue-Cross in
Albuquerque.
HCFA - Health Care Financing Administration, Department of Health and
Human Services. Responsible for direct administration of Medicare pro
gram and, through the state intermediaries, the Medicaid program.
HEALTH INSURING ORGANIZATION (HIO) - Organization that provides
health cost insurance but not the care.
HEALTH MAINTENANCE ORGANIZATION (HMOs) - Comprehensive
health care organization that is both a financing organization and health
care provider. The HMO assumes 'financial risk for the delivery of health
care. An HMO seeks to control costs by managing patient utilization of the
services offered.
.
INDIAN - American Indians, Eskimos, and Aleuts.
MEDICAID - The state-federal program that provides medical benefits for
certain low-income persons in need of medical care. IHS collects/is reim
bursed by both the Medicaid and Medicare program where services are
provided to eligible indians.
MEDICARE - The Federal health insurance program for people 65 years of age
or older, people eligible for social security disability payments and people
with end-stage renal disease, regardless of income.
MEDICARE INSURED GROUPS PROGRAM (MIGs) - Program which is keyed
to organizing and coordinating health care of Medicare eligible retirees of
companies which offer high health care benefits (i.e., Automobile manu
facturers).
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**NOTE WITH REGARD TO CONSTRUCTION OF THE BIBLIOGRAPHY:
The publications included in this listing are essentially those which meet tests
of relevance to the specific IHS need for developing policy analysis
information concerning alternate delivery systems. As such, the list is selec
tive rather than exhaustive. Although most of the materials were identified
through a standard literature search, some of the publications were referred to
the bibliography by participants at the Baltimore conference. It is suggested
that, as additional materials and comment are developed, the bibliography
will be expa~ded and refined.
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Background (Con't)

intended to elevate the health status of American Indians and Alaska Natives
to a level equal to that of the general population through a 7-year program of
authorized higher resource levels in the IHS budget. Appropriated resources
were used to expand health services, build and renovate medical facilities,
and step up the construction of safe drinking water and sanitary disposal
facilities. Also established by the law were programs designed to increase the
number of Indian health professionals for Indian needs, and to improve
health care access for Indian people living in urban areas.
The operation of the health services delivery system is managed through
local administrative units known as Service Units. A service unit is the basic
health organization in the IHS program, just as a county or city health
department is the basic h"ealth organization in a State health department.
These are defined areas, usually centered around a single Federal Reservation
in the Continental United States, or a population concentration in Alaska.
A few service units cover a number of small reservations; some large
reservations are divided into a number of service units. The service units are
grouped into larger cultural-demographic-geographic management jurisdic
tions which are administered by Area Offices.
The IHS is comprised of 11 Area Offices. There is also an IHS Head
quarters Office located in Tucson, the Office of Health Program Development,
which is responsible for administering health services delivery. For statistical
purposes, the Tucson Office is also considered an Area Office, thereby making
12 in total. As of October 1, 1987, the Area Offices were subdivided into 127
basic administrative units called Service Units. Of the 127 service units, 49
were operated by tribes. The IHS operated 25 hospitals, 71 health centers, 66
health stations, and 201 other treatment locations; _while tribes 9perated 6
hospitals, 71 health centers, 231 health stations and Alaska Village Clinics,
and 31 other treatment locations. There were 35 Urban Projects consisting of
30 health clinics, and 5 facilities providing community services.

Alternative Delivery Systems and IHS
The Indian Health Service (IHS) continues to promote the IHS mission to
raise the health status of Indian people to the highest level possible and to
actively support Indian Self-Determination. As the Indian population grows
at a rate 2.3 times greater than the U.s., the health care demands on the IHS
budget have shown a steady increase. It became evident that the issue of IHS
and tribal participation in alternative health care delivery and financing
systems needed to be examined and discussed as questions were being raised
in FY 1987 about alternative delivery systems, health care cost containment,
and tribal contracting. The potential for a) serving the same populations at a
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keynote presenters' topics emerged and are documented in the reporting of
the conference proceedings.
Through this conference IHS will have attempted to extend the range of
current alternative delivery information within IHS as well as to identify
some of the principal policy topics surrounding the application of alternative
health care delivery and financing systems within IHS programs. The IHS
expects to begin to accurately assess the appropriateness of alternative delivery
systems as a mode of health care delivery for American Indians and Alaska
Natives and to define feasible approaches and identify potentially acceptable
levels of participation.
:

IHS Initiative
An IHS initiative to look at alfernative delivery systems is logical and
supports the Public Health Services' policy objectives of promoting competi
tion and prepayment in health care and expanding the involvement of tribes
in managing their own health services. The examination of alternative
delivery systems within the IHS initiative must not fail to consider health
services and financing along the historical operations of the Indian Health
Service. Listed below are some thoughts that have evolved out of the Balti
more Conference and as a result of subsequent IHS staff work. The listing is
by no means exhaustive, nor do the topical assignments and issues posed
necessarily represent the most convenient or complete categorizations.
Health Services and Financing
> Health Care Programming

• Wha t services are required?
• Which alternative systems provide what services?
• What are the service benefits of alternative systems for Indians?
• What is the effect on quality, access, quantity, etc.?
>

Health Care Financing
• What services can IHS afford to provide?
• How many services is IHS budgeted to provide?
• What do services cost in alternative systems?
• vVhat kind of cost comparisons can be made?

>

Special Health Care Needs of American Indians/Alaska Natives
• How does the epidemiology of Indian health conditions affect the de
livery of services?
• What are the special requirements that alternative systems need to re
view?
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In FY 1989 IHS will conduct an Invitational Colloquium to continue to
discuss and analyze health systems, tribal participation and the role of IHS.
In FY 1990 IHS will define the legislative, budgetary, and program impli
cations for Indian Health Service and tribal health policy in the future.
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